The various forms of body art seem as popular as ever, with the tattoo parlour a common sight on many high streets. These establishments more often than not also carry out body piercing, and the tongue and lower lip appear to be the most common intraoral sites for the placement of jewellery. 1 Usually steel studs and barbells that can be purchased commercially are used. The individuals that carry out the piercing are unregulated and often self trained and this has raised questions about the cross infection control measures employed. 2, 3 Several complications associated with intraoral piercing have been reported. Perkins et al 4 described a case of Ludwig's angina following piercing of the tongue. Gingival trauma and recession in relation to tongue 1 and lip studs 5 have also been described. We discuss the case of a teenager suffering gingival recession after placement of a lower lip stud or labrette.
CASE REPORT
A 16-year-old female patient, with no relevant medical history attended six months after debonding of her upper and lower fixed pre-adjusted edgewise orthodontic appliances, for a routine review of retention. Upper and lower Hawley retainers had been provided at the cessation of active orthodontic treatment, with the patient instructed to wear the upper appliance full time and the lower at night only. These did not impinge on the labial gingivae. The patient had acquired a lower lip stud or labrette some time following her initial review of retention that was carried out at two months debond, and at which the clinical photograph (Fig 1) was obtained. It was noted that the lip stud was not symmetrically placed, being slightly over to the right of the midline (Fig 2) .
On examination intra-orally the standard of oral hygiene was good, and the gingivae were generally healthy. There was, however, a localized area of gingival recession labial to the lower right central incisor. No other areas of gingival recession were visible. Surprisingly there appeared to be little gingival inflammation associated with this soft tissue defect. There was a close association between the intra-oral component of the stud and the area of recession.
The patient was not aware of the problem and had no symptoms associated with the • Illustrates that trauma can precipitate gingival recession.
• Highlights the dangers to delicate gingival tissue of certain forms of body art.
• Gives practitioners an excellent example with good photographs with which to demonstrate these problems to patients. affected area. The probable aetiology was explained to the patient and she was advised to remove the stud. At the review appointment one year after debonding of the fixed appliances, the lip stud had unfortunately not been removed. The area of gingival recession had not deteriorated further. The patient failed to attend subsequent appointments and further attempts to follow-up this problem have failed.
DISCUSSION
Fixed orthodontic appliances tend to increase the retention of plaque and food debris on teeth and consequently most patients fitted with fixed appliances will develop gingivitis at some stage during treatment. Despite this, no long-term difference has been reported in periodontal status of patients that have received orthodontic treatment and those that have not. 6 Certain types of orthodontic treatment, particularly non-extraction therapy, have been associated with proclination of the lower incisors. Excessive lower incisor proclination can lead to gingival recession.
The orthodontic treatment for this patient involved extraction of four premolars, and as the clinical photograph posttreatment (Fig 1) shows no proclination of the lower incisors occurred during treatment. Fig 1 also demonstrates the excellent oral hygiene and gingival health in this patient after debonding. It seems highly unlikely that either of these possible aetiological factors contributed towards the gingival recession seen in this patient.
As can be seen in Fig 3 and Fig 4 the metal stud was retained with a screwed on backing disc. This appeared to be relatively flat with no sharp edges. Due to the asymmetrical placement of the stud, there did seem to be a close relationship of this disc to the gingival margin of the lower right central incisor when the lip was allowed to drop into its natural resting position. It seems most probable that chronic trauma caused by this jewellery led to the gingival recession.
Gingival recession is commonly encountered in clinical practice. It is often a source of anxiety for patients and the exposure of root surface resulting can also lead to symptoms of sensitivity. Trauma, especially that caused by improper tooth brushing, is a well-recognised cause of gingival recession. Treatment usually consists of in the first instance trying to eliminate the factors leading to the recession (if they can be ascertained). This will in most cases prevent progression of the recession. Definitive treatment involves surgical repair of the soft tissue defect. The procedures used fall into two groups: 1. Pedicle soft tissue graft procedures eg the laterally repositioned flap and the apically repositioned flap. 2. Free soft tissue graft procedures.
Wennström and Pini Prato 7 provide good details of the procedures involved with excellent diagrams and clinical photographs. An excellent surgical technique and gentle handling of the soft tissues are prerequisites for success.
This patient was not interested in any treatment as she had no symptoms and had not even noticed that the defect had developed. At the current time we are not aware if the advice to remove the stud was heeded.
Patients with lip studs should be warned of the risk of damage to the periodontal tissues. 
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